The impact of HAART has also been seen in the ICU in both the diagnoses seen and their prognoses. In the early AIDS era, mortality for HIV-infected persons admitted to the ICU was very high, and it was often seen as futile to admit these patients to the ICU (3, 4) . HAART, in combination with HIV-specific improvements in care such as corticosteroids for Pneumocystis pneumonia and advances in general ICU care such as low tidal volume ventilation, has resulted in an overall improvement in survival of HIV-infected persons admitted to the ICU (5) . Causes of ICU admission have also shifted with a decrease in AIDS-associated diagnoses such as Pneumocystis pneumonia; however, respiratory failure has remained the most common cause of ICU admission, and sepsis has increased (5) (6) (7) (8) . Additionally, with effective treatment, HIV-infected persons are living longer. In 2009, 36.2% of HIV-infected persons who received medical care were over 50 years old, and this estimate is expected to go over 50% in 2015 (9, 10) . Diagnoses common in the ICU setting, such as sepsis, increase drastically with age (11) . Sepsis is also independently associated with worse mortality in HIV-infected persons, even in the era of HAART (7, 12) . Other comorbid conditions associated with aging with HIV such as cardiovascular disease might also impact mortality in this population. It is unclear if current survival of HIV-infected patients admitted to the ICU with sepsis is as good or worse than HIV-uninfected patients.
In this issue of Critical Care Medicine, Cribbs et al (13) compare baseline characteristics and outcomes in HIV-infected and HIV-uninfected persons with severe sepsis admitted to three ICUs in Grady Memorial Hospital. HIV-infected patients were younger and had a lower body mass index, but they were more likely to have a history of chronic dialysis, pneumonia, infection requiring hospitalization, and sepsis. HIV-infected patients also have higher hospital mortality (50% vs 38%; p = 0.007). This association remained significant when controlling for baseline demographics, history of infections, and other predictors of mortality, including the Acute Physiology and Chronic Health Evaluation II score that was available in a subset of HIV-infected and HIV-uninfected persons. While the primary source of infection was most commonly respiratory in both HIV-infected and HIV-uninfected individuals, respiratory was more often the primary source in HIV-infected, 61% versus 48% (p = 0.002); and HIV-infected persons were less likely to have Gram-positive infections (39% vs 53%; p = 0.01), but more likely to have fungal infections such as Pneumocystis, Cryptococcus, and Candida as the primary cause of their sepsis. The difference in outcomes with HIV infection may be related to subtle immune defects even in treated HIV or other underlying factors that remain as unadjusted confounders.
A striking finding of the study was that even in a major U.S. city, the population had a low prevalence of HAART use at the time of severe sepsis (22%), and most participants had a CD4 count less than or equal to 200 (79%). Only 11% of HIV-infected participants were new diagnoses of HIV. The distribution of CD4 count was low, even in those on HAART. It is hard to know how outcomes of severe sepsis in HIVinfected persons well controlled on HAART might differ from that found in this study, and caution should be taken when applying results from this study to different ICU populations. Additionally, while HIV treatment is widely available in the Ponce de Leon Center in Atlanta, GA, where most HIV-infected participants in this cohort seek care, there is a disparity in healthcare coverage that likely confounds the relationship between HIV infection and in-hospital mortality in this study. The study also does not elucidate how long-term outcomes may differ between HIV-infected and HIV-uninfected persons after severe sepsis, which may be of even greater divergence considering the premorbid conditions and potential differences in access to care.
Cribbs et al (13) show that outcomes in HIV-infected patients admitted to the ICU with severe sepsis are worse than outcomes in HIV-uninfected patients. These data point out the need to improve HIV care and care delivery, both in the acute ICU setting (awareness of the spectrum of infectious causes) and potentially in chronic HIV care delivery. The study has generated questions worth answering to determine why HIVinfected persons have worse outcomes from severe sepsis.
